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A significant percentage of patients (25%) had moderate-to-unbearable pain during surgery. The majority of patients reported pain during trocar insertion. The authors do not report on the type of entry for the trocar. 27-Gauge vitrectomy surgeries do not require a beveled sclerotomy entry. [3] If beveled entries were made, we would suggest that avoiding this step may help in further increasing the patient comfort.
The authors report the mean surgical time to be 12.35 ± 8.21 min. They do not mention about induction of posterior vitreous detachment and peripheral shaving of vitreous. These crucial steps could not be completed within a few minutes. Limited core vitrectomy leaves behind a risk of detachment of residual vitreous later and development of new-onset floaters, retinal breaks, and even retinal detachments. [4] The follow-up of 30 days is too short to identify these complications and comment upon the safety of the procedure.
We would suggest that the authors should recommend office-based vitrectomy under topical anesthesia only for cases requiring media clearing like vitreous floaters. Preoperative assessment of the macula should be possible to prevent intraoperative surprises. In addition, these cases should be under close observation for late onset retinal complications. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
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Response to comment on: Feasibility and safety of vitrectomy under topical anesthesia in an office-based setting
Sir, We appreciate the authors for their keen interest in our article. [1] We cautiously analyzed their observations and concerns about 27-gauge vitrectomy procedures in an office-based setting [2] and we have the following comments. First, we consider that office-based vitrectomy under topical anesthesia is not only safe for vitreous floaters but these procedures could be excellent tools for prompt, cost-effective evaluation in macular interventions; however, just in a selected group of patients. We ponder, like other authors, that this technique must be performed by an experienced surgeon and in a well-informed and cooperative patient to guarantee adequate surgical outcomes and good safety profile. [3] As the author mentioned, macular procedures represent only a small fraction of the total cases in our series. However, surgical objectives were achieved in all our cases. We recognize that further studies with larger samples are required to establish a conclusion about the safety profile for macular surgeries.
In relation to discomfort of patients during the procedure, it is important to emphasize that pain was reported only during trocar insertion, even though sclerotomies were made in one-step (no beveled) in all cases. Like other authors have mentioned, the most painful moment or discomfort in vitreoretinal procedures is experienced during initial trocar insertion. [4] [5] [6] [7] However, the complete surgical experience was not unpleasant, and up to 82.35% of the patients requested the same procedure in the fellow eye.
On the other hand, it is important to clarify that the mean surgical time reported was measured from the insertion procedure until removal of the cannulas. The reduced time registered for our procedures was directly related to case selection. In total, 88.23% of the operated eyes already had vitreous liquefaction and separation, nevertheless, in those cases without this condition, it was easily induced using the vitreous cutter and active aspiration. In this case series, the reported surgical time was enough to effectively achieve all and age-related macular degeneration in Indian population Sir, I read with interest the study "Association of obesity and age-related macular degeneration (ARMD) in Indian population" by Jaisankar et al. [1] The authors evaluate fundus images of patients with ARMD for possible association with obesity in a cross-sectional analysis. They conclude absence of a significant association between obesity and severity of ARMD following a logistic regression analysis.
In this study, the authors have chosen to use the worse eye for measuring the severity of ARMD while using a well-established grading system. [1] The choice of eye or the method of summation/averaging is crucial while assessing impact of any systemic parameter on an ophthalmic disease. Some of these methods include random selection of eyes, choice of worse eye, pairing of eyes, averaging the findings of the two eyes, and taking only right or left eye into account. Further, there is a need to apply correction factors surgical goals, as no adverse event related to the surgical procedure has been reported at the present time, when all patients have accomplished at least 17-month follow-up period.
Finally, we highly recommend that office-based vitrectomy under topical anesthesia should be consider only in carefully selected cases. Clinical characteristics as well as surgeon's experience are critical variables to contemplate before performing this procedure.
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for interocular correlations in such circumstances. [2, 3] While controlling for local factors, one expects a symmetric impact of a systemic factor like obesity on chronic diseases such as ARMD.
In lieu of this discussion, I encourage the authors to further authenticate their findings by analyzing inter-eye asymmetry in their study group. If obesity were to have any impact on ARMD, this asymmetry should be less in the obese population and also decrease with increasing grades of obesity. Next, it may also help by reanalyzing the dependent variable (severity of ARMD) in the "better eye." Third, averaging of severity scores of ARMD may also be done. I suggest such further analysis as authors have stated themselves in this interesting study that the results of previous reports inclusive of a metanalysis have indicated an association between obesity and ARMD.
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